Electrohydraulic lithotripsy of intrahepatic stones during choledochoscopy. Surgery 1987;102:852-6. 10 Liguory CL, Bonnel D, Canard JM, Cornud F, Dumont JL. Intracorporeal electrohydraulic shock wave lithotripsy of common bile duct stones: preliminary results in 7 cases. Endoscopy 1987;19:237-40 Results -The validation of administrative records indicated that it is unusual for patients to fail to present for admission without advising the hospital beforehand; this occurred in only 1-3% of all bookings. Information on the circumstances of nonadmission and clinical and personal details were coliected by means of a six page questionnaire completed by the patients. The case-control study showed that those not admitted were younger and had been on the waiting list longer. Otherwise only small differences were found in the social and clinical characteristics.
Introduction
Considerable pressure exists on facilities for inpatients, and waiting lists are one expression of this.' When patients booked for admission fail to present themselves the task of reducing waiting lists is made more difficult. The perception is widespread that nonadmission of this sort is a serious problem. One inquiry suggested that between 10% and 12% of booked inpatients fail to present themselves,2 an estimate that led to a parliamentary question suggesting systematic reviews of waiting lists. 3 The launch of a Scottish initiative to reduce waiting times in March 1988 included comments criticising "patients who failed to turn up for scheduled operations for adding to the problems."4 Resentment was expressed over "this waste of financial resources," and there followed an "appeal to patients to let hospitals know in advance if they cannot turn Up."4 The study reported here arose when an apparent rate of non-admission of 28% was reported in one health authority.
The empty beds and unused theatre time that follow failed admissions clearly represent an inefficient use of resources. Accounts ofnon-admission tend to accept as self evident the view that resources are being wasted and that non-admission is essentially a problem of compliance. In an earlier paper we questioned similar assumptions about non-attendance of outpatients.5 In this paper we examine explanations for the reported number of failed admissions.
Subjects and methods
An important preliminary to the investigation was the validation of the summary of rates of nonadmission derived from routine sources. We examined record sheets for admissions from 1 April to 30 June 1987 and obtained the total number ofpatients actually admitted in the four specialties of general surgery, otorhinolaryngology, gynaecology, and trauma and orthopaedics. These specialties were selected because of their throughput and the size of their waiting lists. When patients were identified on the record sheets as not having been admitted as planned one of several general explanations for non-admission was entered beside the name. These allowed a broad distinction to be drawn between factors due to the hospital and those due to the patients. Hospital factors comprised cancellation of the admission when no bed or theatre session was available. Patient factors were when patients cancelled because of other engagements or absence or because they were no longer seeking admission; for administrative purposes these were subdivided into whether sufficient notice was given to permit the booking of an alternative patient. Another group of non-admissions identified from the record sheets was those of patients who had already been admitted. The potential non-admission of such patients could reasonably have been known to the medical records department, and these cases were therefore classed under hospital factors.
After examining the routine records we undertook a questionnaire study incorporating a case-control design. The total final sample of patients was 413: 246 patients not admitted (cases) and 167 admitted (controls). We classed the non-admitted patients as all those identified on the record sheets from 1 April to 30 June 1987 whose failed admissions seemed to have been attributable to the patient rather than the hospital. Admissions were selected from the same specialty on the same booking sheet and when possible under the same consultant. We developed a six page self completion questionnaire to ask whether patients had presented on the day booked and, if they had not, what were their reasons for not coming. The questionnaire also inquired about factors such as duration of illness, degree of incapacity, difficulty in arranging time off work, and availability of someone to care for children or elderly dependants. Questionnaires were posted in September 1987. Events in July and August were not studied as summer holidays would make the period unrepresentative.
Results

REASONS FOR NON-ADMISSION
In the three months there were 2242 bookings, which resulted in 1625 admissions. Table I 
Discussion
High non-admission rates, such as the 28% reported in the study district, are often held to imply a troublesome amount of indifference to clinical and administrative concerns on the part of patients. Our study, however, showed that little of the overall problem of non-admission could be attributed to indifference on the part of patients. The problem is not patients causing empty beds or underused theatre sessions so much as unavailable beds or theatre sessions preventing patients from being admitted. One third of the failed admissions had arisen because of cancellations by the hospital, and a further tenth could BMJ VOLUME 299reasonably have been predicted by the hospital because the patient had been admitted already. Over one third of patients notified the hospital in sufficient time for an alternative patient to be booked. Thus the proportion of bookings for which there was no record of patients having given notice of not presenting was only 5%.
The results of the questionnaire study indicated that even this is a considerable overestimate. Though nonadmission is clearly not the problem that a supposed rate of 28% suggested, any non-admission should be of concern to health service management. The explanation of these failed admissions cannot be fully understood from routine sources of data as little is recorded in medical records about true non-admissions. The reasons for failed admissions can be studied adequately only by approaching the patients personally. There are obvious difficulties, however, in studying defaulters as they may be as unlikely to answer questionnaires as they are unwilling or unable to answer invitations to hospital. In the questionnaire study the sample of those not admitted was selected expressly to represent the more problematic group of non-admissions that could, from the analysis of medical records, be attributed to the patients. Nevertheless, respondents' reasons indicated mostly that they had been told not to attend by the hospital or that they had advised the hospital more than a week before their admission that they had been admitted previously. While it is important to consider some self justification here on the part of responders and the effect of bias associated with a low response rate, claims of admission were validated from medical records. Accordingly, despite the potential for bias in responses from a problematic group of nonadmissions and the possibility of self justification because of this, we suggest that the true non-admissions comprise only a small proportion, some 1-3%, of all bookings.
Some differences were found between those who were admitted and those who were not. Patients who were not admitted were younger, slightly more likely to have minor complaints, and less worried about their conditions. Probably the tendency for responders to be older than non-responders resulted in an underestimate of these differences. That those who were not admitted had been on the waiting list longer than those who were admitted accords with the well known problems of long waiting lists. Probably the relation between long waiting times and non-admission would have been more distinct if there had not been a purge on waiting lists just before this study.
The more striking finding from returned questionnaires was the lack of difference between patients not admitted and those admitted in sex, employment, and marital state. This is of course what we would expect if the main explanations for non-admission are to be found in the hospital's admission procedures rather than in the circumstances or attitudes of patients. These findings are therefore consistent with the conclusions of the examination of the booking sheets.
We undertook this study because non-attendance for booked admission was seen as a problem for the health service. Our findings indicate that non-admission is rarely attributable to patients simply failing to present themselves. Cancellation of admissions by the hospital was the single most important reason for non-admission. There was little evidence of clinical resources being wasted because of non-admission. Considerable though unmeasurable costs of current policies are borne by the patients in the form of inconvenience and anxiety. We do not conclude that the detailed administrative arrangements for admission are flawed in themselves. The pursuit of efficiency implies minimising unused facilities. This goal may conflict with the aim of minimising the inconvenience ofindividual patients. Our study indicates one implication of favouring efficiency.
Some interesting parallels exist between professional responses to these issues and professional interpretations of ineffective health promotion or screening campaigns. In both instances there is a tendency to seek external explanations for failure in preference to reviewing the programme itself. This tendency has been dubbed "victim blaming" in relation to preventive programmes.6 Our studies of non-attendance of outpatients5 and non-admission suggest that this same tendency may be discerned in some interpretations of inadequacies of provision of outpatient assessment or inpatient treatment. External explanations for imperfect services are not threatening to those who work within those services. In contrast, an internal review implicating inadequate procedures for appointments, outpatient departments overloaded by unnecessary reattendances, and deficiencies in the scheduling of admissions may be less welcome. External problems arising from limited resources and the capriciousness of patients certainly exist. Our findings in this study and the study of non-attendance of outpatients,5 however, suggest that concern with those factors attributable to patients outside the immediate influence of management require less attention than those inadequacies in the management of inpatient and outpatient bookings.
